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CHAPTER I 
INTRODUCTION 
Many patients id th mental disorders who have been enabled to return 
to the cormnuni ty subsequently require readmission to the hospital. If the 
patient is discharged prematurely or is not given adequate support in the 
readjustment period, the possibility of his readmission is greatly 
increased. It has been pointed out that mental disorder ordinarily is a 
disorder of the individual as a member of a social unit. It is rot a purely 
individual affair like an infection, for inst~ce, but is a disorder of the 
individual at the level of soci~ adjustment.1 If social functioning is 
adversely affected, whether by inner or outer stress or both, and if the 
disturbance in social e.f'fecti veness is the primary problem, the responsi-
bili t:r is clearly that of the profession of social work. With the 
responsibility clearly defined, Kendall states: 
• • .It then becomes the task of social work to assess the nature 
of the need and the problem, to estimate the capacity of the person 
to handle the problem, to foster every inner strength of the person 
toward the goal of finding his own solution, and to utilize all the 
outer resources of the environment and the coJillJil.Uli. ty which might be 
I 
of value in this problem solving endeavor. If the community resources 
needed are inadequate or non-e:xistent, it is also the social ~rk 
task to marshal supportfor obtaining new or better resources. 
Historically social work was brought into the psychiatric hospital 
because of the nature of after-care responsibility for the patient. The 
1
Albert Deutsch, The Mentally Ill in America, P• 493· 
2Katberine A. Kendall, "Services to Individuals and Families, n Social 
Casework, vol. 38 (November, 1951), pp. 459-60. 
l 
goal of a.fter-ca:re, as stated in GAP Report No. 2, is ttthe re-establishment 
of the patient in the community.u This goal. led psychiatry to seek the 
collaboration of social workers because their skill and experience enabled 
them to assume responsibility for community adjustments.1 
If the social worker is to be the link between the patient and 
his enviromnent, if to the social worker is given the major responsi-
bility for helping the patient as and when he mows back into his 
environment, then the link between the social worker and the family 
enviro:mnent must be fer ged early and maintained unbroken. The social 
worker cannot become overnight a bridge between the patient-in-hospital 
and the patient-in-conununity. She needs the opportunity and occasion 
to build a supportive relationship with the patient so that he will 
come to see her as an extension of hospital o are when he mo~s outside 
its wal.ls into the enviromnental problems of rehabilitation. 
Ideally prepell'ation for the patient• s leaving the hospitaJ. begins at 
the time of admission and the discharge plans should be a part of team 
thinld.ng throughout diagnosis and treatment. This planning must be highly 
individualized, taking into consideration the patient's capacity and desires 
and the personal, family, and community resources as well as the degree of 
remission and the remaining psychopathology. All too often the patient gets 
better in the hospital and then goes back to a sick enviro:mnent. Not all 
environmentaJ. situations are correctable, and it may be destructive to have 
the patient return to the environment where he became ill. If it has not 
been possible to modify unfortunate family attitudes adequately during the 
patient's hospitalization, then resources other than the family need to be 
used. 3 
~essie D. Berkman, Practice of Social Workers in Psychiatric Hospi tala 
and Clinics, P• 45. 
~th I. Knee ( ed.), Better Social. Services for Mentally Ill Patients, 
P• 6. 
3Ibid., P• 58. 
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Through the years we have acquired new knowledge regarding human 
behav.I.or and causes and treatment of mental illness. Social workers acquire 
through professional education understanding of psychological and social 
stresses, and skill in identifying and mobilizing personaJ.1 family, and 
community resources. The functions, e~ectations, and potentiaJ. contri-
bution of social work in mental hospi tala has vastly broadened since the 
original provision for social services a halt' century ago in Massachusetts 
Department of Mental Health hospitals. There is a great lag between our 
lmowledge and our ability to provide social serv.I.ces because of inadequate 
budgetary- provisions and antiquated staffing structure. It is felt that at 
the present time only a small number of patients are recei v.i.ng the social 
services which meet their needs. 
Attempts are being made to bring about changes in standards for social 
140rk positions, staffing patterns, etc. It is felt that realistically there 
will not be available professional manpower for adequate service even if 
positions were provided and it is generally agreed that concentration of 
professional services available be on admission and acute treatment services 
in our mental hospitals, and in programs hopefully to be developed in 
community treatment centers and other alternatives to hospitalization as we 
lmow it in large state hospitals. 
M~ patients become chronically ill because their needs and those of 
their families receive insufficient attention early in their hospitalization 
It is thus tlmught preferable to start with the newly admitted acute cases 
and then, 1dth additional staff, to extend ser'Vices to chronic patients. 
With attention increasingly being given to prevention of mental ill-
ness, the social worker can participate effectively through the development 
3 
and strengthening af' pre-admission services, with the goal of helping the 
indi'Vidual remain in the community and never become a hospital patient. 
Appropriate utilization of community resources may provide an a1 ternati ve 
to hospitalization. Many needless admissicn s can perhaps be prevented and 
the identification of the patient with his community may be maintained. It 
is believed that the participation of caseworkers in the selection of 
patients for hospital care can make for better use of the limited bospitaJ. 
bed space and personnel. Social breakdown is nob necessarily related to 
the severity of mental illness. Social workers can be of great assistance 
to the medicaJ. person responsible for admission by sifting the social 
reasons for hospitalization from the purely p:rycbiatric factors. By 
activity during the pre-admission period the social. worker may e:xpedite 
hospi taJ.ization when it offers the most effective solution. BY helping 
the family to understand the necessity for hospitalization and to come to 
a decision about admission, many problems may be avoided. Seeing a patient 
or his family at the time of' admission does not mean that there will be 
continuous social ser-vice activ.ity throughout the patient's hospitalization. 
However, know.i.ng the patient at this time may help the social service 
department select those patients who are most in need of' intensive casework: 
Andriola states: 
one of' the first tasks is :f'or the bospi tal staff' to identify 
those patients who can and should be prepared for separation from 
the hospital ••• I cannot emphasize too much that this is a task 
that properly begins on the dey- the patient is admitted to the 
hospital. For this reason, if for no other, it would seem that one 
4 
of the more economical. uses of hospital. social. -workers is the 
assigmnent of them to the receiving wards where they can begin to 
lay the foundation for the patient•s release.l 
Rennie and Woodward state that many psychiatric hospitals could impro-ve 
their services by mald.ng more careful study of the social background and 
current social situation of patients. Such study is needed both in 
diagnosis and in treatment and in reference to policies of admission and 
discharge. To illustrate the value of paying adequate attention to the 
social. aspects of mental illness and its treatment, the authors repcr ted a 
project in which 207 patients received intensive psychiatric social. ser'Vices 
both during their stay at the hospital and after release; -whereas a control 
group of 207 received only regular social supervision. Relapse and return 
to the hospital occurred in only hal.£ as many patients in the group served 
as in the control group and the patients who had psychiatric social. services 
spent less time in the hospital. when they did return. 2 
PuJ:tpose of the Study 
In order to get some objective evidence of unmet social services, 
research projects are necessary. one source of concern is the large number 
of readmissions and this study is an attempt to identity some of these un-
met social services as reflected in the patient t s attitude toward re-
admission. Consideration will be given to the social services that could 
facilitate adjustment of these patients in the community. The study is 
·l.Jo seph Andriola, 11Casework Treailn.ent in a Home Setting of Patients 
Released from Mental Hospitals," Social Casework, vol. 38, No. 9 (November, 
1.951), P• 482. 
2 Thomas A. 0 • Rennie, and Luther E. Woodward, Mental Health in Modern 
Society, PP• 201-2. 
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particularly pertinent not only because of the immediacy of the problem of 
readmission but also because of the need of the hotpital to have such a 
study which may provide some factual. data in connection with recommendations 
for staffing pattern ratios for mental hospitals in the state which a 
committee of psycbiatrie soeial workers are currently being ealled upon to 
make. 
Ans"®ers will be sought to the follotd.ng general questions: (1) Were 
there social and emotional problems preeeding the previous hospitalization? 
(2) Were there soeial and emotional. problems eontributing to readmission 
from the viewpoint of the patient? (3) What is the extent of patient's 
knowledge of soeial servieea and would he accept such services? (4) What 
problems were present in the home situation which might be modified? and 
(5) What would be considered optimal services to the patient? 
The Sample . 
The patients studied were hospitalized on the two acute treatment 
fifty-bed units in the admission building. They were transferred here 
within a few days of admission after the initial work-up and orientation 
period. Exeluded from this study were aleoholies. The type of paper 
under ~ch alcoholies are admitted to the hospital limits the period of 
hospi talizati.on to fifteen days. Unless the patient eonsents voluntarily 
to a longer period of hospitalization, the hospital cannot have him 
committed. Since in most instances alcoholics either deny their addiction 
or believe they have the resources within themselws to cure themselves, 
the possibility of a voluntary period of hospitalization is nil and there-
fore precludes extended social service coYerage. In addition, it is the 
6 
practice of the hospital authorities not to encourage continued hospi tali-
zation for alcoholics because they generally recover qpickl:y from their 
acute episode and therefore are not entitled to prolonged care in this tn>e 
of setting. 
Patients with chronic brain syndromes, drug addicts and homosexuals 
were also excluded from this study. It was :felt that these patients do not 
respond to the short term treatment characteristic of an acute treatment 
ward. Other criteria for selection of patients were that they be re-
admissions to the Metropolitan State .IJospi tal and available :f~ interview. 
M~ patients from these wards spend the weekends at home and were thus not 
available :for interview at that tillle. During the week mSDy were undergoing 
some type of treatmentt electric shock, insulin coma, drug tl:e rapy, etc. 
The resulting confused state made them inaccessible. One patient in psycho-
therapy was not intervieired because it was :felt at the time the course of 
treatment would be negatively influenced by the interwntion of another 
w:>rker. 
on January 15, 196o, there were forty-seven patients on the :female 
acute treatment ward. Twenty-eight of these were readmissions. One of 
these patients was eliminated because her previous hospitalization was in 
another state hospital. One alcoholic and one drug addict were elindnated. 
One patient was in psychotherapy. Thirteen patients were either too ill 
to be interviewed or were on extended visit when the study began. The 
remaining eleven patients were included in the sample. 
" 
on February 19, the ward census was forty-fi 1e patients, wi. th twenty-
two of this number readmissions. Three of these patients were readmissions 
1 
.from other state hospitals. Nine of these patients had been in the 
hospital. on January 15 and had been interv.iewed during January. The one 
patient undergoing psychotherapy was still on the ward and was eliminated. 
Three other patients also included in the January 15 census who were not 
available for interv.iew were on extended v.isi t but still carried on the 
rolls. The remaining five patients who were readmissions were included in 
the sample. 
Thus, eleven patients from the January 15 census and fi-ve from the 
February 19 census comprised the sample from the female acute treatment 
ward. 
On February 19 there were .forty-one patients on the male acute treat-
ment ward. Of this number fourteen were readmissions. One drug addict, 
one alcoholic, and one homosexual were eliminated. Two patients trere 
eliminated because they were on visit, and one because he was in a state 
of confusion due to insulin coma treatment. The remaining eight males 
were included in the sample. 
The saJl!>le thus consisted of sixteen female patients and eight male 
patients, a total. of twenty-four. 
Method of nata Collection 
Each of the twenty"-four patients was interviewed by the writer for 
appro:xi.mately one hour. The interviews were unstructured but in all cases 
where desired material was not co-vered spontaneously in the interview, 
direct questions were asked. Patient was informed that information given 
by him would help the Social Service Department determine areas of social 
service need. 
8 
Previous hospital records were consulted to obtain dates of admissions 
diagnoses, source of request for readmission and the precipitating event. 
Personal information such as marital, educational, job and religious status 
was also obtained from the record. 
Limitations 
(l) The small size of the sample studied limits any brca. d general.i.za-
tiona. 
(2) The material given by the patient is of uncertain validity. In 
general, the patients were interested and gave as much information as 
possible. In some instances, ho1rever, );B. tients admitted that they were 
afraid frank answers would be used as supporting evidence that they were 
not ready to leave the hospital. There was no wq of determining the 
extent to Which this fear influenced their statements. 
(3) The hospital records were inadequate for intensive case study, 
thus placing a limitation on what could be learned about previous hospitali 
zations. Social Service contacts in many instances were not recorded. 
l The Setting 
The Metropolitan State Hospital, Waltham, is the newest of the 
thirteen large institutions for the care and treatment of the mental:cy- ill 
under the Department of Mental Healbh. It was opaned in 1930 with the 
function of caring for chronic mentally ill patients already in the other 
mental hospitals to relie-ve the overcrowding of these institutions. 
l:rntormation obtained in interview with Chief, Social Service Depart-
ment, Metropolitan State Hospital, Waltham. 
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Patients sent here from the other hospitals were to be Umild chronically 
ill patients who had not responded sufficiently to the then known forms ct. 
therapy to be able to return to the community, but who were capable of 
assuming a good degree of responsibility for their own personal care and 
to make a substantial contribution to the various industries and operations 
of the hospi tal.n With this in mind, personnel quotas in all categories 
were set at a very low ratio and this low staffing pattern through the 
years proved to be a decided handicap as the function of the hospital. 
changed. 
The major physical plant of the hospital was one building of twenty-. 
four wards, aJ.l e.xactly alike, accommodating 1800 patients. Until 1943, thE 
hospital operated as a custodial care facility for these chronic patients 
and in that year it was decided by the Department of Mental Health that 
there -would be a change in function, namely, that persons be admitted 
directly to the hospital from certain geographical areas in the state. 
Admissions directly from the community were thus begun. 
The area from 'Which pa. tients -would come was Eapanded, :first, because 
of a recognition by the Department of Mental Health of the pr o:x:imi ty of 
this hospital to Metropolitan Boston and the potentialities for ••teaching 
and research, tt and, secondly, the Wol'ld War II situation and its problems 
arounc;l gasoline . shortage brought pr~ssure from communi ties to have patients 
admitted here, inasmuch as relatives found it difficult or impossible to 
visit in the more remote institutions. 
A. second large building was added some years after the original 
building to care for medicaJ. and surgical patients from among the patient 
population with adjacent wings to care for infirm patients. 
1.0 
During all these years an admission and acute treatment program was 
carried on under decided pbys:ical handicaps.. The original. physical. plant 
did not include plans for an admission service. There were within the 
hospital. setting no adequate facilities for care of acutely disturbed 
patients, for close observation of depressed patients, and for areas of 
recreation and socialization that are so therapeutic in an acute treatment 
service. It was not possible adequate~ to classify patients and after a 
brief period of time on an improvised admission ward patients, if still in 
the hospital, were sent to various wards where they were "lost in the 
shuffle n among hundreds of patients hospitalized for maJ:JY years. 
Recognition of the need for an admission and acute trea'bnent building 
finally culminated in the actual. construction of such a unit which was 
opened in February, 1958. This unit is a 150-bed one consisting of a 
25-bed unit for male patients and a 25-bed unit for female patients whe.re 
patients are received directly on admission, and two units of 5o beds each 
to which patients are transferred after the initial. vvork-up and orientation 
period. 
The aim of administration and professional staff of this unit is that 
for the most part patients will come directly from the community, be 
treated in keeping -w.i. th the diagnoses of their illness, and be returned to 
the community'without ever hav.i.ng to spend time in any other part of this 
massive 2000-bed institution. At this point, unfortunately, it is necessary 
to exclude from the goal the geriatric problem 'Which is a large one in all 
our public psychiatric institutions. Currently a large portion of these 
elder~ people, while they may be admitted for evaluation to the admission 
ll 
building, are transferred to alre~ overcrowded geriatric wards. 
The Social. Service Departmentt--The Social. Service Department, which 
is located in the admission building, is headed by a Clrl.e.f Social Worker. 
At the time of the study the;t'e were four additional. full-time workers, two 
first-year students from Boston College and one second-year student from 
Boston University. 
The social worker helps patients to plan for their return to the 
community. To a lesser extent, casework services are e:rlended to patients 
'Who are too ill at time of referral to have their return to the community 
an immediate goal. Casework services are also gi. ven to a small number of 
patients who are on trial visit. Members of the families of patients are 
seen in all cases where indicated. Another function of Social Serv.ice is 
to obtain medical social histories on cases which are sent to the hospital 
by the courts for observation. 
l2 
CHAPTER II 
REIATED STUDIES 
In 1953 a study was made at the Boston Veterans Administration 
Regional Office to evaluate .tamily attitudes in a selected groUp of twenty 
patients on trial v.l.sit from mental hospitals, to look for predominant 
1 types of attitudes, and to evaluate any discernible effect these attitudes 
l 
had on the patient's readjustment to family life. It was found that ia 
this particular group tbhe attitudes of rel.ati ves had some effect on the 
type of adjustment made by the veterans and their families. In cases where 
attitudes were predominantly fawrable, the veterans made good adjustments. 
Where family attitudes were unfavorabl.e, the veterans either remained at a 
former level or failed entirel.y to adjust and returned to the hospital.. In 
general the study indicated that the family1s attitude can be instrumental. 
in speeding the recovery of convalescing mental patients. 
A series of studies have been made at the VA Hospital, Bedford, 
Massachusetts, by students from local schools of social work. Several were 
pertinent to this study'. In 1954 a group of twenty patients who succeeded 
in community adjustment were compared with a group of twenty patients who 
2 
had to be returned to the hospital. The purpose of the study was to in.-
vestigate the area of the history of illness of the forty cases selected 
1Homer G. Stoll, "A Study of Family Attitudes: Their Relation to the 
Adjustment of 20 Schizophrenic Veterans on Trial Visit .from VA Hospitals." 
2Hen:cy Miller, "A Comparative Study' of 20 Patients who Left Bedford 
VA Hospital on Trial Visit and Succeeded in Community Adjustment and 20 
Patients Who Had to be Returned,n Part TI: The History of the Illness. 
l3 
in. order to extract those di.fferential.s between the two groups that might 
have some significance for the prognosis of a trial visit. The most out-
standing di£ferential was the factor of attitude towards the family. In 
not one case of the group that succeeded did a patient show a negative 
attitude toward the family. It was concluded that i£ a patient can be 
helped to adopt a more positive attitude 'b:>wards his family before entrance 
into the community and that attitude is sustained, then the chances of his 
success on trial visit are greatly increased. Also, work with the patient• 
family in helping them accept his illness and his behavior symptoms seemed 
to be essential to his succeeding on trial visit or his failure to succeed. 
The degeneracy of the illness was seen to be an influential factor in 
the success or failure of a trial visit. The patients in the study who 
succeeded on trial visit showed a less degenerative t.ype of illness and had 
more facility in adapting to the community expectations of employment, 
familial attitude, and socialization. 
In the same year, 1954, "A Comparative Study of 20 Patients Who 
Returned from Trial Visit and 20 Patients Who Remained Out of a MentaJ. 
Hospital," was made. The study was focused on the relationship between 
ability to remain out of the hospital following a period of hospitalization 
for mental illness and the manner in which patient adhered to the mores and 
customs of his env.i.ronment. The relationship of relative's attitude toward 
patient to ability to remain out of the hospital was also a consideration 
in this study.1 
~alph Golding, "A Comparative Study of 20 Patients 'Who Returned from 
Trial Visit and 20 Patients Who Remained Out of a Mental Hoapi tal, u 1954. 
The results of the study indicated that most of the patients who were 
able to remain out of the hospital conformed to community mares in the 
areas of employment, good physical appearance, wise handling of .financial 
income, and socialization. One of the most important factors was that of 
socialization. Th.o:se patients who were more inclined to lead a more normal 
social life were also inclined to remain out of the hospital. Those who 
remained out of the hospital were also advantageously employed. The factor 
of perso:nal appearance appeared to be related to degeneracy of illness. 
Most of the p atiel'Ibs who remained out were found to be in complete remissio 
or mildly disturbed. These patients were concerned about their personal 
appearance, whereas the returnees who were mildly or severely disturbed 
were not concerned with outward appearances. 
The findings indicated, also, that there was a relationship between 
attitudes of relatives, socialization, and employment. The patients who 
came from ·homes where positive attitudes prevailed were most likely to be 
outgoing and social. These relatives also tended to help patient with his 
appearane e. 
In 1954 Gottdiener investigated the relationship between some aspects 
of social work practice 'With trial visit patients and patients • ability to 
1 
remain out of the hospital. The findings showed the value of trial visit 
casework to a total treatment program with mental patients. The study 
suggested a possible relationship between preintensive trial visit case 
'WOrk and the subsequent ability of the patient to remain out of the hospit • 
Where adequate plans are made for the patient prior to his leaving the 
15 
1Arthur Gottdiener, "Social Work With Patients on Trial Visit: A 
ColJlParati ve Study of 20 Patients Who !leturned Within Six months, and 20 
Pat~ents Who Remained OUt Two Years o~:MO:=r:e::·'='============================*========== 
hospi taJ. through an understanding of his social and emotional problems~ 
the patient is helped to remain in the community. It was ;found that when 
the patient was the primary focus~ he was much mere apt to remain out. 
Patients who stay-ed out were in tlbetter shapert and benefited more~ and 
could use a casework relationship. In the case of tre sicker patients~ the 
workers chose to work with the patient indirectly- through the relatives 
in order to help the relatives accept the patient and thereby help the 
patient. In those cases where the social worker worked primarily with the 
relatives, the patients tended to return to the hospital in greater numbers 
In 1955 a study was made of the social factors contributing to the 
return of ten schizophrenic patients prior to the end of their trial visit 
1 
period. The purpose ar this study was to obtain a greater comprehension 
and knowledge of the social. factors which contributed to the inability of 
the patient to remain successfully in the community and 'With his family. 
It was concluded that fat' schizophrenics the situations that created im-
pairment in personality development during the form.ati ve years of li;fe were 
social. factors that may be assumed to have been of significance in these 
oases. Lack of reaJ. understanding of the patient's illness and needs by 
members of the family and pressures created by famil;r and patient for trial 
visit were considered factors more directly responsible for bringing the 
patient back to the hospital. This lack of understanding generated fear 
and apprehension of the patient by the family. Marital problems and work 
difficulties were noted to be freqaently related to the patient's illness 
1Angela T. Taylor, nsooial Factors Contributing to the Return of Ten 
Schizophrenic Patients Prior to the End of their Trial .Visit, tr 1955. 
and were contributing factors to repeated breakdo'Wil.S. Lack of sufficient 
recreation and leisure time activities and economic hardships and stress 
did not appear to play too significant a role in these oases. Lack of 
sufficient planning both with patients and the families was of major 
significance in the inability of the patient to adjust satisfactorily 
because the patient too often returned to the same situation which 
influenced the mental condition. 
This study recommended more extensive casework with the patien iB in 
the hospital with particular emphasis in the period prior to trial visit, 
contact beyond the history interview with those families that indicate 
need for help in understanding and accepting the paiaent 1s illness; contact 
with the family prior to beginning a trial visit; and continued contact 
and supervision after the patient leaves the hospital. 
In 1955 a study was made of the factors of dependency, rejection, and 
stigma in the emotional and social rehabilitation of mental patients at the 
1 
Metropolitan State Hospital, Waltham. It was concluded that these 
appeared to be problem areas in which the patient and his family need 
assistance. The areas in dependency to be aware of are the patient's 
attitudes and feelings about leaving the hospital, conscious or not aild 
verbaJ.ized or not; his present functioning and behav.i.or regarding discharge 
planning, such as hesitancy to accept employment in the community, etc. 
In the area of .rejection we would want to be aware of overt rejection as 
refusal to accept the patient or be of any assistance to him, as well as 
~on J. Brodie, "Dependency, Rejection, and Stigma in the Rehabili-
tation of Mental Patients," 1955 ~ 
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unconscious or camouflaged rejection. Stigma is usually manifested in 
discussion of mental. illness, feelings about returning to the community, 
facing people, meeting old friends and new acquaintances. 
It was suggested that each of the three factors is interrelated with 
the others. The study viewed treatment primarily in consideration of the 
four traditional classifications: psychological support, environmental 
manipulation, clarification, and insight therapy. Psyoholo gical support 
was considered the primary technique which helps satisfy the patient • s 
needs for support, encouragement, and reassurance as they arise from his 
basic insecurity and feelings of insecurity. Psychological support was 
also found to be effective w.i th relatives who were ambivalent toward the 
patient, in strengthening and supporting the more positive aspects of the 
ambivalence. Casework w.i.th relatives as well as with patients, was 
suggested as an important and necessary part of the rehabilitation process 
with mental patients. It was found that the attitudes and feelings of 
relatives have a significant effect upon the patient and his readjustment, 
and that many times these attitudes and feelings can be manipulated by the 
caseworker so as to produce an optimum prognosis for the patient's 
emotional and social recovery. 
In 1956 the social and emotional proble:ms contributing to readmission 
1 
of a group of married women to Boston State Hospital were investigated. 
It was found that various emotional and social. pt'oblems which had been 
~argaret J. Dwinnell, "Factors in the Readmission of Married Women 
to Boston State Hospital," 1956. . 
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present prior to the previous admission were intensified in the interval 
between release and readmission. Laek of continued help beyond release, 
along 'With certain unrealistic. attitudes of the patient toward the hospital 
and inadequate communication between the hospital staff and relatives were 
important :factors contributing to readmission. It was concluded that there 
was a great need for referral of patients to community social agencies fer 
continued help in adjusting. 
A study, "Some Factors in Readmission of Patients to the Metl;oopolitan 
State Hospital," was done in 1957 focused on help that might be rendered by 
the Social Ser-vice Department in enabling p atienta to stay out of the 
hospitaJ..1 The findings suggested that the readmitted patient is one who 
had left the hospital. before 1-r.Lth unresolved difficulties which continued 
to gi-ve him. trouble. The two most .frequent situations -which the patient 
could not handle at the time of retUI'll to the hospital were marriage and 
its responaibili ties , and employment or financial pressure. ca.serrork 
ser-vices to patient8 following discharge were suggested as a contribution 
of the Social Ser-vice Department. If this is not possible, referral to 
community agencies or psychiatric facilities was recommended. 
Another study in 1957, "Readmission of Mental Patients to the Boston 
State Hospital," undertaken to determine the social and emotional factors 
which contributed to t.he readmission of these patients, concluded that the 
main social and emotional problems were in the area of interpersonal 
relationships, either because they were too dependent or because they were 
1
oaroline L. Enright, ••some Factors in Readmission of Patients to the 
Metropolitan State Hospital," 1957. 
unable to function in their family roles.1 Lack of social interests and 
seolusi veness wem present in many oases. A lack of understanding of the 
patient's illness and needs by members of the family, fear of people and 
fear of new situations were some of the factors more directly responsible 
in causing a recurrence of the mental disorder .• 
It was recommended that the Social Service Department could render 
help by referral to coiDlliUility centers for recreation and leisure time 
acti"Vities; routine participation of the social worker at the point of 
admission to provide the hospital staff with a more complete psychosocial 
diagnosis upon which to base treatment procedures; and the wider use of 
group psychotherapy. 
In S1llliiTI.2.l'Y, the conclusions characteristic of all the studies were: 
(1) The readmitted patient often has unresolved difficulties from previous 
hospitalizations which continue to give him trouble, mainly in the area of 
interpersonal relationships. 
(2) The attitudes of relatives are important factors in ability of patient 
to remain out of the hospital. Lack of understanding of the patient's ill-
ness and needs generates fear and apprehension. Dependency, rejection, and 
stigma are problem areas in "Which the patient and his family need assist-
ance. Many of the feelings and attitudes of relatives which have a 
significant effect upon the patient and his readjustment can be manipulated 
so as to produce optimum prognosis for the patient •s emotional. and social 
\!aria Oarlota Franco, "Readmission of Mental Patients to the Boston 
State Hospital, n 1957. 
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recovery. 
(4) Marital problems, work difficulties, and financial pressures to a 
lesser extent are contributing factors to repeated breakdown. 
(5) The degeneracy of the illness is an influential factor in the success 
or tailure of a trial visit. Patients who succeeded on trial visit showed 
a less degenerative type of illness and had more tacility in adapting to 
the eo.mmunity e:xpectations of employment, familial attitude, and socializa-
tion. 
cHAPTER nr 
CHARACTERISTICS OF THE GROUP 
The twenty-four patients studied -will be described with reference to 
race, se::x:, age, religion, marital· status, educational level, and occupation, 
as well as information on the patient's diagnosis. 
Differentiation by race is indicated in the hospital record in terms 
of color, and all patients in this study were wbi te except one Chinese female 
and one Negro male. There were sixteen female patients in the study and 
eight males. The group included a wide sampling of foreign extraction; 
French-Canadian, Canadian, Irish, Italian, Swedish, and Polish. The group 
was predominantly Catholic, seventeen of the nwnber being of that .:f'ai th. 
There were six Protestants, and one patient, an Oriental, whcs e religion 
could not be determined. 
Table 1 shows the age distribution of this grou.p at the time of present 
admission in relation to diagnosis and marital status. The majority of 
patients have a diagnosis of schizophrenia of varying types predominantly 
among the age group tvrenty-six to forty. Seven of this group are married, 
four are single, and one is di wrced. Manic depressives comprise the age 
group forty-one to sixty-five, with five married, two single, and one 
widowed. 
The employment level is commensurate with educational level; however, 
the sample is too small to make generalizations. Of the three patients who 
attained college level, one at time of admission was working as a librarian, 
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TABLE l 
AGE DISTRIBUTION, DIAGNOSIS, AND MARITAL STATUS 
Schizophrenic Manic Depressive 
Di. var ced or Divcirced or 
Age Single Married Widowed Single Married Widowed 
Under 25 years l 
26 to 40 11 4 7 l - .. -
41 to 65 11 
-
l 2 2 5 l 
5 8 3 2 5 l = 24 
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one as a laboratory technician, and one as a bookseller. Two unemployed 
females 'With business school training worked before m~iage in white collar 
jobs. One of the five unemployed patients, a female 'With high school 
education, worked in a white collar job prior to and during periods of 
remission of illness. The remaining four unemployed of high school level 
included one male who has held intermittent jobs of a semi-skilled nature, 
one male who worked as an unskilled worker before onset of illness, and tw 
housew.i. ves. There was one female of high school education working in an 
unskilled j9b. Four patients of grammar school level were working in un-
skilled jobs. Two patients of grammar school level were working prior to 
this hospitalization and still maintain their status in factory jobs on the 
skilled leveL The five unemployed pat5.ents of grammar school level include 
one retired male and three housewives. 
Occupational Level 
TABLE 2 
EDUCATIONAL AND OCCUPATIONAL LEVELS 
·Educational Level 
College or Bus. High Grammar 
School School School 
Professional and Wb.i te Collar 3 
Skilled 
Unskilled 
Unemployed 2 
Total 
iEOne of these is retired. 
2 
l 
5 
8 
2 
4 
'* 11 
Ten of the patients were returned to the hospital w.ithin six months 
from discharge or trial visit. Only three of these patients had social 
service contact. This information was obtained from the worker on the 
Service. One of the limitations of the study is that racer ds 1rere not 
adequate for research purposes and some social service contacts did not 
find their way into the record. It is also of interest that during the 
period of admission and discharge of these patients, there was an extreme 
shortage of social service sta.:f'f. It is to be noted, in addition, that it 
is hospital policy to return patients to the community as soon as possible, 
i.e., when their symptoms have disappeared. 
li 
Five patients were able to remain out of the hospital from one to two 
years. This raises the question of whether or not these patients functioned 
better generally or whether there was a spontaneous remission enabling them 
to r~n out for this period. This m~ also be a factor in the ability of 
the next group of five patients to remain out of the hospital more than two 
years. One of these remained in the community seven years, two remained 
.tour years, and three remained approximately two and one-half years. The 
records indicate that these five patients who ware able 1P remain out of the 
hospital more than t"t«> years did have casework services either with patient 
or with family, more commonJ.¥ with the family. This suggests that casework 
services enable a patient 1P remain out of the hospital. longer. The median 
length of time patients were able to remain out of the hospital was seven 
months. 
2.) 
·' ... 
' ~. 
'· 
Reason for Readmission 
The reasons giv~n by the patients for their readmission to the 
hospital are given in Table 3· 
TABLE 3 
REASONS FOR READMISSION 
PATIENT t S VIEW 
Member of family decided should be here, usually 
parent or spouse • .. • ~ • • • • • • • • • • • 
Number of Times 
Mentioned 
• • • • • 15 
Emotional upset, with increasing nervousness, fright,etc • 6 
Return of depression • . . • • • • • • • • • • • • • • • • 3 
Worked too hard .. • . .... . ... . • • • • • • • • • • • • •• l 
To control taking of me?!cine. • • • • • • • • • • • • • • 1 
Marital problem. .... ~ • • • • • • • • • • • • • • • • • 1 
Need for help in understanding children. • • • • • • • • • 1 
Treatment of venereal qisease. • • • • • • • .. . . • • • • l 
Alcohol (not recognized· by hospital as reason for readm) • l 
Unlcno'Wll ~ • • .. ., • • ; • • • • • • • • .. • • • • • • • • • l 
*It will be noted that voluntary return to hospital is not 
listed. However, seven patients who gave somatic co:mplaints 
as a reason for return to the hospital said they returned 
'VOluntarily. . 
~-
Return '00 the hospital because .of decision of others was mentioned 
fifteen times which is.: evidence of possible denial of mental illness by 
patients. Most of these patients also explicitly verbalized their belief 
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that they were not Ul and returned to pl.ease the family member who thought 
they should be rehospi taJized. A comparison of reasons given by patient 
with intake psychiatrist's reasons for readmission taken from the hospital 
record (Table 5) is further supportive evidence of possible denial of mental 
illness by patients. The implication seems to be that there we:m social and 
emotional factors that the family could not cope with either through lack 
of understanding or rejection of patient resulting in return of patient to 
the hospital. Study of the record of indi 'Vidual patients confirmed this. 
The case histories given below will illustrate some of the social and 
emotional problems confronting these patients as well as attitude toward 
hospitalization. 
In the following case, the major problem is that of the children and 
the stigma of mental illness as it affects them. The patient had a negative 
attitude toward readmission. 
Mrs. M, a manic depressive, depressed type, of Italian parentage 
is the mother of three children, the oldest 15 years of age. Mrs. M•s 
husband has had financial problems resulting in the loss of a laundry 
.tor which Mrs. M feels responsible with resulting feelings of guilt. 
She feels keenly the stigma of mental. illness and is concerned with the 
effects on her children. She did not think she should be hospitalized 
because the care of the home is too much for her 15-year-old. Mr. M 
decided that she should return to the hospital. 
Mrs. K represents a patient who denies her illness. Economic, marital, 
and in-law problems may be identified in her case. Her attitude toward 
readmission is negative. 
Mrs. K, a schizophrenic, paranoid type, of Polish p1rentage, 
stated she returned to the hospital because of lack of attention 
from her husband. The family has a history of welfare assistance 
or assistance from her family because of Mr. Kt s problem with 
alcohol and inability to hold a job. Mrs. K•s family background 
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is one of emotional. deprivation. She denies there may be problems 
in rearing her 10-year-old son because of her illness. She does 
not feel close to Mr. K1s relatives, and there is a cultural conflict 
between the two families. Mrs. K denied mental illness and stated 
her only reason for being in the hospital is "to punish" Mr. K. 
Mr. R•s problem is that of an over-protective and domineering mother 
with a resulting conflict in role. His attitude toward readmission is 
negative. 
Mr. R is a 27-year-old Negro whose diagnosis is schizophrenia, 
catatonic type. He is married to a woman about twice his age in 
whom he seems to be looking for a mother. There is rivalry between 
the wife and mother in relation to him, with the wife feeling that 
the mother rejects her. The mother denies the son's mental illness, 
as does the patient also. He was returned to the hospital against 
his will after a homicidal attempt on his wife. 
The following two cases represent positive attitudes toward re-
hospitalization. 
Mrs. 0 is a 30-year-old married woman with three small children 
whose diagnosis is schizophrenia, residual type. She presented her-
self for readmission because she felt the return of her illness. She 
recognized the hospital as the place where she could get well. Mrs. 0 
is an adopted child and verbalizes the rejection she felt as a child. 
There is history of family difficulties involving the adopt4,ve father 
and stepmother which still exist. Mrs. 0 requested assistance in the 
management of her children with whom she cannot cope. 
Mrs. E, a di-vorcee with a diagnosis of schizophrenia, catatonic 
type, returned to the hospital because she could not handle her job 
as meat wrapper in a supermarket as she was too nervous to work at the 
required pace. She believes the marital difficulties e:xperienced by 
her, which culminated in desertion and d:i vorce, are the basis of her 
problems. There are two sons -who are now grown. Although Mrs. E has 
not seen her husband in nine years, she e:xperiences the rejection as a 
current one. 
The above cases illustrate tba t the rea.dmi tted patient had emotional 
and social problems prior to previous hospitalizations . that remained un-
resolved. Some of these problems are the stigma of mental illness, 
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economic, marital and in-law problems, parental domination, and intrapsychic 
conflicts associated with a deprived background that prevent .family and 
-work adjustments. Similar problems were found to exist in each of the re-
maining cases studied. In addition, mothers of you:og children without 
exception expressed some concern about separation from their children and 
the effect of their illness on them. To a small degree, cultural problems 
were found to e:xist among some patients in the area of conflicting mores 
and efforts to adjust. 
Patient • s awareness of return of acute phase of illness and of the 
existence of emotional problems may be inferred from his reference to 
symptoms as reason for readmission (Table 3). 
Soai.al problems identified and mentioned by the patient are marital 
problems, concerns about children, and alcohol (patient not alcoholic). 
The .fact that employment difficulties were not mentioned as patient's 
reason for readmission mey be due to the fact that amo:og the eight un-
employed .females, six were mothers whose presence was needed in the home. 
The three unemployed males worked before their illness and are now being 
supported by their families. This suggests either that the nature of 
their illness prevents them from seeking employment or that inabili v to 
find employment is due to mental illness. 
Table 4 lists social and emotional problems of prior hospitalizations 
taken from the hospital records. 
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TABLE 4 
SOCIAL AND EMOTIONAL PROBLEMS 
PRIOR IDSPITALIZATIONS 
F.ROM HOSPITAL RECORDS 
Number of Times 
Problem Mentioned 
Interpersonal relations. • • • • • • • • • • • • • • • • • 16 
Economic o • • • • • • • • • • • • • • • • • • • • • • • • 6 
E:t'.fect on children o.f mental illness in mother • • • • 3 
Feelings of guilt. • • • • • • • • • • • • • • • • • • • • • 3 
Conflict between cultures. • • • • • • • • • • • • • • • • 3 
Stigma of mental 'illness • • • • • • • • • • • • • • • • • 2 
Sex problems • • • • • • • • • • • • • • • • • • • • • • • 2 
Problem of identification. • • • · • • • • • • • • • • • • • 2 
Excessive drinking • • • • • • • • • • • • • • • • • • l 
Traumatic accident in sibling. • • • • • • • • • • • • • • 1 
The reasons for readmission taken from hospital records, noted in 
Table 5 below., suggest that behav.l.or and attitude of patient determined 
the return of patient to hospital. A correlation may be made with social 
and emotional problems of prior hospitalizations, Table 4, in which 
interpersonal relationships are mentioned sixteen times, stigma o.f mental 
illness six times, feelings of guilt three times, and the effect of mental 
illness on children, three times. This suggests that there are still 
many unmet social services in these areas. 
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TABLE 5 
REASONS FOR READMISSION FROM HOSPITAL RECORD 
Number of Times 
Reason Mentioned 
Depression. • • . • • • • . • • • • • • • • . • • • • • • • 6 
Nervous, confused, withdrawn, hallucinated. • • • • • • • • 5 
Manioy, difficult to handle, talkative. • • • • • • • • • • 3 
Delusions • • • • • • • • • . • • • • • • . • • • • . • • • 2 
Family difficulties • • • • • • • • • • • • • • • • • • 2 
Suicidal attempt. • • • • • • • • • • • • • • • • • • • • • 2 
Miscellaneous (varying complaints and behavior) • • • • • • 8 
Patient's Attitude Toward Readmission 
The patient's attitude toward return was obtained from the patient and 
evaluated by the writer. 0~ seven patients out o£ twenty-four had a·· 
positive attitude. These seven patients also attributed the reason £or re-
hospitalization to their own behavior ·or attitude. Ten patients looked 
upon rehospitalization predominantly as a refuge from a rejecting family, 
three considered readmission a stigma, and two thought it represented 
failure in their respective roles, although it is possible that all of these 
factors were operative in each patient. The fifteen patients whose 
attitudes were interpreted as negative and the two with mixed feelings 
attributed readmission to the attitude'of others. Positive attitude is 
interpreted by the writer to mean a favorable attitude toward the hospital 
as a place to get well; a negative attitude refers to not wanting to return 
to the hospital, but being forced to do so, or association of hospi talizatio ~ 
with stigma of mental illness; mixed feelings refer to the recognition of 
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illness but with doubts about need for hospitalization~ 
Twenty patients had no knowledge of social serv.i.ees and were willing 
to have the serv.i.ces after e:xplanation was given. Four patients had 
limited knowledge gained, they said, primarily from other patients. The 
one patient, an elderly female, who refused the serv.i.oe did so on the basis 
that social. workers are too young and cannot advise a woman of her age. 
Of the two undecided, one female., a college graduate., did not think a 
social worker could help with her problem., and the other., a male of eighteell 
was an example of an adolescent1s inner conflicts about authority in 
relation to his desire to be an adult. 
Lack of knowledge on the part of the patients suggests that the social 
services gi van were extended to relatives unknown to the patient., or that 
denial. of knowledge of social serv.i.ces may be a factor in denial. by the 
patient of mental. illness and the need for such services. 
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CHAPTER IV 
SUMMARY AND CONCLUSIONS 
This study of the attitudes of a group of patients readmitted to the 
Metropolitan State Hospital3 Waltham., after varying periods in the connnuniv 
was made with the hope of identifying some of the areas of umnet social 
ser'Vices. 
The patients selected were those hospitalized on the two acute treat-
ment wards 3 male and female, and available for interview during the time 
the study was made. Alcoholics, drug addicts, homosexuals, and patients 
with chronic brain syndromes were omitted from this study because of the 
special problems posed in their treatment. Sixteen of the twenty-four 
patients were schizophrenics and eight were manic-depressives. The age 
range was .from twenty-five to sixty-five years with the majority falJing 
between twenty-six and forty. The schizophrenics fell largely vti.thin the 
age group twenty-six to forty; whereas the manic-depressives were mainly in 
the older age group, fifty-one to sixty-five. 
The group represented national backgrounds of French-Canadian, 
Canadian3 Irish, Italian, Swedish; and Polish, with Irish and Italian pre-
dominating. Seventeen of these were Catholics, six Protestants, and one 
Oriental religion. All the patients were Caucasian with the exception of 
one Oriental and one Negro. 
The employment level of the group was connnensurate with the educational 
level. Among the unemployed, the married females prior to marriage had 
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worked at white eo3fr;.8r jobs commensurate with their high school or business 
., ·~ 
school level. Enright's findings in a similar study suggested a correlation 
between inability t~· hold a job outside the home and recurrence of mental 
._,.:. 
illness. Miller and Golding reported findings similar to Enright's. 
Ten patients had to be returned to the hospital within six months of 
}', 
trial visit or disoJrarge. One patient remained in the community seven years 
two remained four fears, and three remained approxi.matel.y two and one-haJ.f 
.. , 
years. The median·;~eriod patients remained out of the hospital. was seven 
months. s 
In this. study answers were sought to the following questions : 
(l) Were there soc:i;.al and emotional problems preceding the previous 
hospi taliz;atiqn? .. 
(2) Were there soei'~· and emotional problems contributing to readmission 
from the viewpoint of the patient? 
(3) What is the e:?cte:ilt of patient's knowledge of sec ial services and 
' 
would he acce:Pif such services? 
.; 
(4) What problems were present in the home situation which might be 
modified? 
(5) What would be considered optimal services to the patient? 
Social. and emotional problems preceding the previous hospitalizations 
were largely concentrated in the area of interpersonal relationships, with 
economic problems second. Cultural conflicts and the mother's concerns 
about the effects of her mental illness on the children were also problems 
identified during previous hospitalizations. Wi. th the exception of economic 
problems, these problems were present in the current hospitalization. The 
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lack of concern with economic problems during the present hospitalization 
m~ be due to several reasons. During the acute phase of illness the 
patient may be too preoccupied with his physical compJ.aints to have insight 
into other problems. Most of the patients studied were married .females 
whose husbands were gainfully employed. Several of the males were able to 
get leaves of absence and returned to their original jobs. This mq be due 
to the sympathetic understanding of patients 'With mental illness by 
employers in the area. 
With re.ference to the second question, marital. dif.ficul"tu, need for 
help with children, and need for help with alcoholism were identified by 
the patients as areas in 'Which they needed help. However, fifteen patients 
projected the responsibility for their readmission unto others which 
reflects social and emotional problems that the family couJ.d not cope with 
either through lack of understanding or rejection of patient. Likewise, 
somatic complaints, mentioned nine times by patients, are manifestations of 
disturbances of emotional equilibrium. The seven patients who entered the 
hospital 'VOluntarily did so because of the recurrence of symptoms which 
were identified by them as somatic complaints. This attitude is indicative 
of dependence on the hospital which in turn is interrelated with rejection 
and stigma in that patient may have some awareness that his behavior 
symptoms are unacceptable to his family and community. It is recognized 
that dependence has a negative connotation in that patients mq prefer to 
remain in the hospital to avoid familial and community rejection. For 
purposes of this study, however, recognition of the hospital as a place to 
get well was considered positive. The seven patients who did so did not 
3S 
show any evidence of dependence on the hospital. 
Seventeen of the twenty-four patients had a negative attitude toward 
hospitalization, i.e., not wanting to return to the hospital, but forced to 
do so, or association of hospitaJ.ization with the stigma of mental illness. 
Even i.f the patient can admit illness, he does not believe he belongs in a 
mental hospital and projects his feelings upon relatives. Ten patients 
looked upon rehospitalization as a refuge from a rejecting family, three 
considered readmission a stigma, and two thought it represented failure in 
their respective roles. Brodie found that the attitudes and feelings of 
relatives have a significant effect upon the patient and his readjustment 
with referenc~ to the .factors of rejection, dependence, and stigma.1 
The patients as a whole showed limited knowledge of social services • 
.All but three indicated the wish for such services, one of the three re-
fusing outright, and two undecided. This indicates that oo cial ser'Vices 
were either extended to a relative unkno1m to patient, or that patient in 
this way denied the existence of mental illness. It is also possible that 
early in hospitalization the psychosis takes over and the patient is not in 
position to have insight into the use of social services. 
Problems in the home situation that might be modified were pre-
dominantly in the area of interpersonal relationships. Lack of understand-
ing of the patient's illness and needs by the family cause unfavorable 
.attitudes that are causative factors in return of patient to the hospital. 
1
see page 17 of this thesis. 
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Many of the patients in this study are controlled by a domineering parent 
with resulting confusion in identification and role. Modif'ic ation of certai fL 
feelings and attitudes of these parents may make for their better adjust-
ment to the patient and his limitations at time of discharge. However, 
these parental attitudes are long-stax:ding and may be difficult tc) change. 
An alternative would be to modify the external environment of the patient 
by removing him from the env.i.ronment that pre'!lents readjustment in the 
community. 
The overwhelming preoccupation of the patients with rejection and 
stigma of mental illness indicates the need f~r modification of community 
attitudes which in turn influence familial attitudes. The mental patient 
is a community problem and one which the community must face and attempt 
to plan for. The hospital worker has the responsibility to take the 
initiative in changing community attitudes. Increased understandil;lg of the 
~ntally ill patient and his problems will influence the prov.i.sion of mare 
adequate resources to assist him in readjusting to the co.mmunity. 
The writer considers that optimal serv.i.ces to patients on the acute 
treatment wards would be made through casework services to patients and 
relatives. The findings in this study suggest that the needs of the re-
admitted patient and his family were not adequately met. Marital discord, 
difficul w w.i. th children, in-laws and others are all. manifestations of an 
inability to cope with life. However, it is recognized that all patmts 
on these wards cannot be reached because of limited staff. It is thus 
important that those patients be identified for whom the prognosis is good 
for adjustment in the community and helped to leave the hospital. 
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It is probable that the major.ity of patients on the acute treatment 
wards~ particularly the psychotic ones~ would benefit nu:r e from supportive 
treatment, including acceptance~ ventilation, environmental manipulation~ 
and reassurance, than from insight therapy because of their weak ego 
structure. If the patient can be helped to relate to and use the hospital 
environment, he may be prepared to meet social problems in the wider 
connnuni ty w.i. th more understanding of himself and of others. Through the 
caseworker 1 s continuous suppar t and acceptance, understanding attitudes and 
knowledge of the obstacles in the way of patient• s social adjustment,. aad 
help in getting over these hurdles, the patient may gain increased self-
confidence and courage to face the world outside in spite of certain 
handicaps. 
However~ patients with neurotic disorders may benefit from brief 
ps.vchotherapy. Through the ttrelivingff experience offered by this form of 
treatment, the patient is enabled by clarification and insight to modify 
his attitudes and behavior that prevent social adjustment. 
In consonance with the idea that mental disorder is a disorder of the 
individual as a member of a social unit, casework with reJatives centered 
on the patient and his illness is important. Patientts denial of need for 
hospitalization reflects family and community attitudes tov1ard mental 
illness. Society harbors fear of the individual with a mental disorder and 
is concerned for its own protection. _Most of the patients in this study 
were concerned with either stigma or rejection. Modification of certain 
feelings and attitudes of relatives will hopeful.ly make far their better 
adjustment to the patient and his limitations at time of discharge by 
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creating a more favorable psychological. and soci.aJ. en"Viro:mnent. 
Stoll found that the attitudes of relatives had some effect on the 
type of adjustment made by patients and their families and that in general 
a favorable attitude can be instrumental in speeding the recovery of mental 
l 
patients. Taylor found that lack of sufficient planning both with patient 
and families was of major significance in the inability of the patient to 
adjust satisfactorily, because the patient too often returned to the same 
situation which influenced the mentaJ. condition} 
Follow-up after discharge is suggested as an additional support to 
the patient. Where limited staff prevents this, referral to other communi 
resources is indicated. 
This study suggests the need for additional workers to help selected 
patients who can bene.fi t by such service in their journey toward recovery. 
The concern of mothers of young children about separation from them and the 
effect of their illness on them suggests an area for future study. 
1
see page 13 of this thesis. 
2see page 16 of this thesis. 
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APPENDIX A 
SCHEDULE OF PATIENT STATISTICS 
Present Admission 
Faoe sheet information (name, date of birth, religion, marital status, 
education, employment, race, date of admission). 
Reason for readmission and source of 'request. 
Diagnosis. 
Social and emotional problema. 
Previous Hospitalizations 
Number of admissions, dates of admissions and discharge. 
Social and emoti.onal problems. 
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APPENDIX B 
INTERVIEW GUIDE FOR INTERVIEW WITH PATIENT 
Gomposi tion of fanily 
Gompatibili ty 
Adequacy of home 
Work adjustment 
Reason for readmission 
Whose decision 
Attitude toward readmission 
Positive or Negative 
Extent of knowledge of social services 
Acceptance of social services 
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